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Access  to  Health  Care  in  the  U.S.: 

Right  or  Privilege? 

"We  support  a  health  care  system  with  the  primari/  goal  of  maintaining  and  improving  the  health  of  the  population. ..Reforms  in 
national  health  care  policy  should  include  access  for  even/one  to  health  care,  regardless  of  employment  or  health  status,  age, 
income,  or  citizenship  status..." 

FCNL  Statement  of  Legislative  Policy 


The  United  States  spends  14%  of  its  gross  national 
product  (about  $1  trillion  annually)  on  health  care.  The 
health  care  resources  available  in  the  U.S.  are  unimag¬ 
inable  to  most  of  the  world's  people.  Yet,  in  the  U.S., 
access  to  health  care  services  is  a  growing  problem. 

Why  is  access  limited?  Health  care  is  expensive.  If 
paid  for  entirely  out  of  pocket,  even  routine  care  can  be 
burdensome.  Hospitalization  or  care  for  long-term  or 
catastrophic  acute  conditions  can  totally  deplete  even 
sizable  bank  accounts.  Some  form  of  health  insurance 
is  cmcial  to  ensuring  adequate  access  to  necessary  and 
appropriate  health  care.  Yet,  43  million  people  in  the 
U.S.  (11  million  of  them  children  under  18)  lack  any 
health  insurance.  That  number  is  growing. 

However,  insurance  no  longer  provides  assurance  of 
access  to  adequate  health  care  services.  Until  recently, 
individuals  who  had  the  personal  means  and/or  the 
private  insurance  to  pay  for  health  care  had  wide  lati¬ 
tude  in  choosing  their  personal  physicians,  accessing 
specialists,  and  deciding  which  of  the  recommended 
tests  and  treatments  they  would  actually  undergo. 
However,  as  employers  have  sought  to  control  health 
benefit  costs,  managed  care  plans  have  emerged  as  the 
dominant  form  of  health  coverage.  Managed  care 
plans  keep  down  health  care  costs,  in  large  measure, 
by  regulating  access  to  health  care  services. 

Reduced  access  to  health  care  can  be  felt  by  all  age 
groups  and  by  persons  on  different  rungs  of  the 


socio-economic  ladcier.  However,  access  problems 
impact  disproportionately  on  those  populations 
which  are  most  vulnerable:  poor  and  low-income 
individuals  and  families,  populations  with  special 
health  needs,  and  immigrants. 

Health  care  rationing  in  the  U.S.,  though  not  often 
discussed,  is  widespread.  This  rationing  is  based  on 
socio-economic  factors  and  health  status.  Individuals 
and  families  with  sufficient  economic  resources  are 
more  likely  than  poor  families  to  be  insured  and 
often  can  purchase  an  insurance  option  which 
assures  more  complete  access  to  health  services.  The 
poor  must  make  do.  Those  excluded  from  coverage 
are  left  to  do  without. 

The  Patients'  Bill  of  Rights  Act  of  1998  promises  to 
ensure  better  access  to  health  care  for  persons 
enrolled  in  private  managed  care  plans.  Congress 
needs  to  act  on  this  legislation.  The  Children's 
Health  Insurance  Program,  which  Congress  passed 
last  summer,  could  provide  insurance  coverage  for 
millions  of  children  from  low-income  families.  How¬ 
ever,  without  decisive  action  on  the  part  of  the  Clin¬ 
ton  Administration,  millions  of  eligible  children  from 
immigrant  families  will  go  without  this  coverage  and 
without  needed  health  care. 

FCNL  believes  that  economic  justice  includes  a  just  dis¬ 
tribution  of  health  care  resources.  We  believe  that 
health  care  is  a  right,  not  a  privilege.  ■ 
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Managed  Care:  What,  Why,  and  How? 


Seventy-five  percent  of  persons  in  the  U.S.  with  private 
health  insurance  are  enrolled  in  managed  care  plans. 
Ten  years  ago,  that  number  was  only  13%.  The  dra¬ 
matic  growth  of  managed  care  has  been  accompanied 
by  widespread  reports  of  serious  problems.  Why  has 
managed  care  taken  over  the  health  insurance  field? 

Employer-based  health  insurance 
and  the  rise  of  managed  care 

Employer-based  health  insurance  originated  in  the 
1930s  and  '40s.  Over  the  next  two  decades,  health 
insurance  became  a  common  employment  benefit. 

This  arrangement  did  not  alter  the  trust-based  physi¬ 
cian-patient  relationship  nor  did  it  limit  physicians  in 
advocating  on  behalf  of  patients. 

From  the  1960s  into  the  '80s,  the  rise  in  health  care 
expenditures  outpaced  inflation.  Employers  respond¬ 
ed  by  dropping  health  care  benefits,  by  developing 
self-insurance  programs,  or  by  shifting  more  health 
care  costs  to  employees  in  the  form  of  premiums  and 
increased  deductibles  and  co-payments. 

Despite  these  measures,  employers'  health  care  costs  in 
the  late  1980s  rose  at  a  rate  approaching  20% /year. 
Large  corporations  began  to  channel  employees  into 
managed  care  organizations  (MCOs).  The  effect  was 
dramatic.  In  1985,  only  15  million  persons  in  the  U.S. 
were  enrolled  in  employer-sponsored  MCOs.  By  1996, 
100  million  were  enrolled. 


Keeping  health  care  costs  down 

MCOs  claim  to  keep  health  care  costs  down.  How  do 
they  try  to  do  this?  First,  by  keeping  down  the  cost  of 
well-patient  office  visits  and  screening  tests,  MCOs  can 
encourage  regular  check-ups.  Since  prevention 
and/or  early  detection  of  illness  is  generally  less  costly 
than  treatment,  this  good  medical  practice  is  also 
sound  business  practice. 

Second,  by  identifying  procedures  that  reflect  "best 
practice"  and  encouraging  providers  to  adhere  to  these 
practices,  costly  diagnostic  tests,  treatments,  and/or 
referrals  to  specialists  can  be  reduced.  This  sound 
business  practice  is  not  always  good  medical  practice. 

MCOs  can  (and  some  do)  approach  this  second  cost- 
savings  strategy  in  a  manner  which  maintains  a  trust- 
based  physician-patient  relationship  in  which  the 
physician  acts  in  the  patient's  best  interest.  However, 
over  the  past  decade,  many  MCOs  have  changed  the 
physician-patient  relationship  from  one  of  trust  to  a 
business  arrangement. 

The  most  fundamental  obligation  in  many  MCOs  is 
not  providing  good  health  care  to  patients  but  rather 
providing  a  cost-effective  service  to  businesses.  Most 
employees  who  are  enrolled  in  MCOs  cannot  simply 
leave  if  they  are  dissatisfied,  and  so  there  is  little  incen¬ 
tive  for  MCOs  to  better  meet  member  needs.  Howev¬ 
er,  employers  are  free  to  drop  one  MCO  for  a  better 

(continued  on  page  3) 


Managed  Care  Organizations:  Some  CEOs  Make  a  Killing 


MCOs  have  attracted  critical  attention  because  of  practices  which  some  employ  to  limit  health  care  services.  As 
MCO  regulation  is  debated,  the  industry  claims  that  even  basic  consumer  protections  would  be  costly.  Yet  top 
executives  of  some  of  these  companies  earn  astronomical  salaries.  Following  is  a  sample  of  1996  salaries,  exclu¬ 
sive  of  unexercised  stock  options. 


Oxford  Health  Plans,  Inc. 

CIGNA  Corporation 
Aetna,  Inc. 

WellPoint  Health  Networks 
Mid-Atlantic  Medical  Services,  Inc. 
Humana,  Inc. 


CEO 

Chairman /CEO 
President 
Chairman /CEO 
President/ CEO 
President 


$29,061,599 

11,568,410 

7,394,506 

7,010,698 

6,526,065 

5,166,575 


Source:  Preniium  Pay:  Corporate  Compensation  in  America's  HMDs,  published  by  Families  USA,  1998. 
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The  ABCs  of  Managed  Care 


A  managed  care  organization  (MCO)  is  a  system  of 
health  service  delivery  and  financing.  The  MCO 
influences  members'  use  of  health  services  by  desig¬ 
nating  specific  services  that  will  be  paid  for  by  the 
plan,  providing  a  specific  network  of  health  care 
providers,  and  coordinating  use  of  services  through 
a  referral  process. 

There  are  two  basic  types  of  MCOs:  the  health  main¬ 
tenance  organization  (HMO)  and  the  preferred 
provider  organization  (PPO). 

An  HMO  provides  services  for  a  fixed,  pre-paid  pre¬ 
mium  plus  (sometimes)  a  small  co-payment  for 
office  visits,  prescriptions,  or  other  benefits.  HMOs 
may  hire  physicians  as  staff  members  to  work  at  the 
plan's  medical  facility  or  may  contract  with  indepen¬ 


dent  physicians  who  work  in  their  own  offices. 

A  PPO  contracts  with  providers  who  agree  to  pro¬ 
vide  services  at  discounted  rates.  Plan  members  are 
encouraged  (through  lower  deductibles  and  co-pay¬ 
ments)  to  use  these  providers  for  their  health  care. 
Members  may  opt  to  obtain  health  care  from  non¬ 
network  providers  at  higher  cost. 

Fee-for-service  (point-of-service,  or  indemnity) 
insurance  reimburses  health  care  providers  and  hos¬ 
pitals  for  each  individual  service  provided.  These 
plans  allow  maximum  choice  of  providers  and  hos¬ 
pitals  but  are  more  expensive  than  MCOs  because  of 
limited  cost-control  measures. 

Adapted  from  HandsNet  on  the  web,  <http:/  /  www.handsnet.org>. 


Managed  Care  (continued  from  page  2) 

deal  elsewhere,  and  so  there  is  great  incentive  for 
MCOs  to  provide  low  cost  services,  even  when  this  is 
not  in  the  interests  of  members. 

Some  MCO  cost-saving  measures  have  eroded  the  con¬ 
fidence  which  many  people  have  in  physicians.  The 
financial  incentives  which  plans  offer  physicians  have 
been  especially  troubling.  Staff  physicians  may  receive 
bonuses  for  referring  fewer  patients  to  specialists  or  be 
penalized  for  too  many  referrals.  Physicians  who  are 
part  of  preferred  provider  networks  often  receive  a 
fixed  payment  per  patient  in  return  for  guaranteeing  a 
comprehensive  range  of  services  (capitation).  This 
payment  is  less  than  the  physician  would  receive  for 
patients  outside  the  network  and  may  push  physicians 
to  decrease  the  time  spent  with  each  patient.  Juxtapos¬ 
ing  a  physician's  financial  reward  with  a  patient's  best 
interest  creates  a  conflict  of  interest. 

In  addition  to  financial  incentives,  MCOs  may  also 
prohibit  physicians  from  discussing  all  possible  treat¬ 
ment  alternatives  with  patients  (gag  rules).  This  may 
prevent  patients  from  choosing  more  costly  but 
potentially  more  effective  treatments.  The  quality  of 
care  may  be  compromised  with  serious  or  even  fatal 
consequences. 


Effectiveness  of  cost  control 

Businesses  which  switched  from  traditional  indemnity 
plans  to  MCOs  saw  immediate  reductions  in  health 
benefit  costs.  Most  of  these  savings  came  from  reduced 
services.  Now  that  the  employee  population  has  been 
almost  entirely  shifted  into  MCOs,  many  of  these  plans 
do  not  appear  to  be  very  effective  in  keeping  down 
health  care  inflation.  In  1997,  companies  which  had 
already  shifted  to  managed  care  saw  a  4%  increase  in 
health  costs.  The  projected  increase  for  1998  is  7%. 

Another  way  to  assess  the  success  of  MCOs  in  keeping 
costs  down  is  to  examine  overall  coverage.  If  managed 
care  is  a  sound  approach  to  reforming  health  care 
delivery,  the  cost  savings  which  it  generates  should 
encourage  more  individuals  to  enroll.  However,  a 
recent  study  indicated  that  the  number  of  employees 
who  decline  employer-based  insurance  has  more  than 
doubled  ov^er  the  past  ten  years  (2.6  million  in  1987,  6 
million  in  1996). 

Managed  care,  in  its  present  form,  is  not  likely  to  be  a 
cure  for  rising  health  care  costs.  It  certainly  is  not  a 
substitute  for  a  program  that  ensures  that  all  people  in 
the  U.S.  have  access  to  health  care  services.  However, 
managed  care  is  with  us  for  the  foreseeable  future.  The 
challenge  before  us  is  to  ensure  that  all  patients 
enrolled  in  MCOs  have  access  to  quality  health  care.  ■ 


J 
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A  Health  Care  Consumer's  Bill  of  Rights 


‘facqueline  Lee  of  Bethesda  fell  off  a  40-foot  cliff  in  the 
Shenandoah  Mountains  while  hiking  in  the  summer  of  1996 
and  was  taken  by  helicopter  to  a  Virginia  hospital  with  frac¬ 
tures  of  her  skull,  arm  and  pelvis.  Her  HMO,  Optimum 
Choice  Inc.,  refused  to  pay  the  hospntal,  saying  it  failed  to 
obtain  'pre-authorization.' 

"More  than  a  year  later,  after  the  hospital  sued  her  for 
$10,238.08,  Lee  sought  help  from  the  Manjland  Insurance 
Administration.  Optimum  Choice  partly  relented  in  Janii- 
arxj,  agreeing  to  pay  $5,353  of  emergency  room  and  air 
ambulance  charges." 

Washington  Post,  March  11, 1998 

In  March  of  1997,  amid  growing  concerns  about  the 
adequacy  of  the  health  care  services  provided  to  many 
in  the  U.S.,  President  Clinton  appointed  an  Advisory 
Commission  on  Consumer  Protection  and  Quality  in 
the  Health  Care  Industry.  The  34  members  of  the  com¬ 
mission  represented  consumers,  business,  labor,  health 
care  providers,  health  plans,  and  health  care  quality 
and  financing  experts. 

The  commission  developed  a  Consumer  Bill  of  Rights 
in  health  care.  The  Bill  of  Rights  includes  provisions 
that  support  what  are  viewed  traditionally  and  legally 
as  patients'  rights  as  well  as  provisions  which  fall 
under  the  heading  of  consumer  protections.  The 
patients'  rights  provisions  are  crucial  to  restoring  the 
trust  relationship  between  physicians  and  patients  that 
MCOs  have  eroded. 

In  February  1998,  President  Clinton  issued  an  Execu¬ 
tive  Memorandum  which  directed  all  federal  health 
plans  to  come  into  substantial  compliance  with  the 
Consumer  Bill  of  Rights.  These  plans  include 
Medicare,  Medicaid,  the  Indian  Health  Service,  the 


Erratum 

In  the  May  1998  issue  of  the  Washington  Newsletter, 
the  numbers  for  the  "%  population  of  Africa"  in 
the  box  on  page  5  (The  Continuing  Struggle  for 
Democracy  in  Africa)  were  inadvertently  trans¬ 
posed.  The  correct  numbers  are  as  follows:  consol¬ 
idated  democracies,  8%,  transitional  states,  18%, 
authoritarian  regimes,  66%,  and  dissolving  nation 
states,  8%.  We  regret  the  error. 


Federal  Employee  Health  Benefits  Program,  the  Mili¬ 
tary  Health  Program,  and  the  Veteran's  Health  Pro¬ 
gram.  Together,  they  serve  over  85  million  people. 

What  remains  outside  the  reach  of  the  presidential 
directive  are  the  private  sector  health  plans  that  cover 
about  125  million  persons  in  the  U.S.  Bringing  these 
plans  into  compliance  with  the  Consumer  Bill  of  Rights 
requires  legislation.  Such  legislation,  the  Patients'  Bill 
of  Rights  Act  of  1998  (S  1890 /HR  3605),  was  intro¬ 
duced  earlier  this  year  by  Sens.  Daschle  (SD)  and 
Kennedy  (MA)  and  Rep.  Dingle  (MI). 

What's  in  the  Patients'  Bill  of  Rights  Act? 

Patients'  rights.  Serious  illness  (or  the  fear  that  one 
may  be  seriously  ill)  is  stressful  and  difficult.  At  such 
times,  a  patient  should  feel  confident  that  her/his 
physician  will  act  honestly  and  in  the  patient's  best 
interest.  To  achieve  this,  the  PBRA 

•  prohibits  "gag  clauses"  which  prevent  physicians 
from  discussing  with  a  patient  the  full  range  of  treat¬ 
ment  options, 

•  prohibits  plans  from  imposing  financial  penalties  on 
physicians  who  refer  patients  to  specialists, 

•  limits  the  financial  incentives  developed  by  plans 
which  encourage  physicians  to  underserve  patients, 

•  protects  health  care  providers  who  advocate  on 
behalf  of  a  patient  who  is  using  the  plan's  grievance 
process  to  secure  a  denied  benefit, 

•  protects  health  care  professionals  who  disclose  qual¬ 
ity  of  care  concerns  to  appropriate  regulatory  or 
accreditation  bodies 

•  assures  some  continuity  of  physician  care  for 
patients  currently  undergoing  treatment  when  an 
employer  changes  plans  and  the  treating  physician 
is  not  a  member  of  the  new  plan. 

Access  to  emergency  care  for  potentially  life-threaten¬ 
ing  conditions  is  another  fundamental  patient  right. 
Some  MCOs  have  abridged  this  right  by  denying  cov¬ 
erage  for  treatment  at  emergency  rooms  that  are  not 
part  of  that  MCOs  network  or  requiring  pre-authoriza¬ 
tion  of  emergency  care.  The  PBRA  prohibits  such  prac¬ 
tices  and  instead  establishes  the  "prudent  layperson" 
standard.  Thus,  a  patient  who  goes  to  the  emergency 

(continued  on  page  5) 
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Bill  of  Rights  (continued  from  page  4) 

room  with  sev^ere  chest  pains  will  have  the  treatment 
covered,  even  if  the  problem  turns  out  to  be  severe 
indigestion  rather  than  a  heart  attack. 

Consumer  protections.  Denial  of  benefits  has  been 
one  of  the  most  common  complaints  raised  in  connec¬ 
tion  with  MCOs.  Patients  and  their  families  have 
found  themselves  helpless  before  a  nameless  bureau¬ 
cracy.  Appeals  processes  have  not  always  been  spelled 
out  clearly,  and  appeals  have  not  necessarily  been  han¬ 
dled  with  the  timeliness  that  the  medical  condition 
demands.  The  PBRA  would  require  plans  to  have  both 
internal  and  external  appeals  processes  in  place  with 
provision  for  expedited  review  for  urgent  cases.  The 
PBRA  also,  through  grants,  would  encourage  states  to 
establish  health  insurance  ombudsmen  programs  to 
assist  people  in  selecting  and  using  plans. 

The  PBRA  includes  an  assortment  of  other  provisions 
aimed  at  improving  the  services  provided  by  MCOs. 
These  include 

•  a  requirement  for  coverage  options, 

•  a  guarantee  of  choice  among  available  providers, 

•  standards  for  access  to  specialty  care, 

•  quality  assurance  requirements,  and 

•  access  to  information  about  the  plan. 


What  will  these  protections 
do  to  health  costs? 

The  Congressional  Budget  Office  has  not  yet  complet¬ 
ed  a  cost  estimate  of  the  full  PBRA.  However,  the  cen¬ 
tral  provisions  of  the  PBRA  are  included  in  the  recom¬ 
mendations  of  the  President's  Advisory  Commission. 
Three  independent  cost  estimates  of  that  program  (two 
private,  one  by  the  Congressional  Budget  Office)  all 
placed  the  costs  at  less  than  1  %  of  the  plan  premium 
(about  30  cents  per  week  in  the  highest  estimate). 
Opponents  of  the  PBRA  (including  the  managed  care 
industry)  assert  that  implementing  this  legislation 
would  be  very  costly,  however  they  lack  solid  data  to 
support  their  claim.  There  is  some  concern  that  the 
managed  care  industry  might  use  passage  of  the  PBRA 
as  a  pretext  for  increasing  premiums. 

FCNL  joins  a  broad  range  of  health  care,  patient  and 
consumer  advocacy,  and  faith-based  organizations  in 
supporting  the  Patients'  Bill  of  Rights  Act  of  1998.  We 
believe  that  this  legislation  will  go  a  long  way  to 
improving  access  to  needed  health  care  services  for  the 
138  million  people  in  the  U.S.  (including  many  lower 
income  individuals  and  families)  who  are  covered 
through  private  sector  MCOs.  Passage  of  this  bill,  we 
believe,  is  one  necessary  step  toward  promoting  a 
more  just  distribution  of  health  care  resources. 


You  Can  Help 

URGENT:  Please  phone  or  fax  your  senators  and  representative  immediately  (Capitol  switchboard:  202-224- 
3121).  Urge  them  to  co-sponsor  S  1890/HR  3605.  Ask  them  to  urge  the  Senate  and  House  leadership  to  sched¬ 
ule  a  full  and  open  floor  debate  on  this  bill. 

It  is  also  very  important  to  urge  your  representative  NOT  to  co-sponsor  or  to  vote  for  alternative  health  care 
legislation  proposed  by  the  "House  Working  Group  on  Health  Care  C^ality"  and  the  Republican  leadership, 
even  if  this  is  the  only  patient  protection  bill  offered.  This  measure  appears  to  offer  substantially  less  patient 
protection  AND  includes  provisions  which  could  contribute  to  reducing  the  affordability  and  accessibility  of 
health  insurance  for  some.  (Please  see  article,  page  6.)  It  would  be  better  not  to  pass  any  reform  legislation 
during  this  session  than  to  pass  a  bill  which  could  actually  reduce  health  care  access. 

If  your  member  of  Congress  was  a  co-sponsor  of  the  Patient  Access  to  Responsible  Care  Act  (PARC A,  S  644 /HR 
1415)  please  thank  her/him  for  supporting  comprehensive  health  care  consumer  protections.  (Please  see  article, 
page  6.)  Urge  her/him  now  to  co-sponsor  the  Patient  Bill  of  Rights  Act,  NOT  the  Republican  leadership  pro¬ 
posal.  Point  out  that  the  Patient  Bill  of  Rights  Act  provides  comprehensive  protections,  something  which  the 
leadership  proposal  does  not  offer. 
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A  Health  Care  Consumer's  Bill  of  Rights 


"Jncqiicliiic  Lee  of  Bethesiin  fell  off  a  40-foot  cliff  in  the 
Slieiiaiidoiih  Mountains  loliile  hiking  in  the  siunmer  of  1996 
ami  zoas  taken  by  helicopter  to  a  Virginia  hospital  zvith  frac¬ 
tures  of  her  skull,  arm  and  pelvis.  Her  HMO,  Optimum 
Choice  Inc.,  refused  to  pay  the  hospital,  saying  it  failed  to 
obtain  ' pre-author izatkv i . ' 

"More  tha}}  a  year  later,  after  the  hospital  sued  her  for 
$10,238.08,  Lee  sought  help  from  the  Maryland  Insurance 
Administration.  Optimum  Choice  partly  relented  hi  Janu¬ 
ary,  agreeing  to  pay  $5,353  of  emergency  room  and  air 
ambulance  charges." 

Washington  Post,  March  11, 1998 

In  March  of  1997,  amid  growing  concerns  about  the 
adequacy  of  the  health  care  services  provided  to  many 
in  the  U.S.,  President  Clinton  appointed  an  Advisory 
Commission  on  Consumer  Protection  and  Quality  in 
the  Health  Care  Industry.  The  34  members  of  the  com¬ 
mission  represented  consumers,  business,  labor,  health 
care  providers,  health  plans,  and  health  care  quality 
and  financing  experts. 

The  commission  developed  a  Consumer  Bill  of  Rights 
in  health  care.  The  Bill  of  Rights  includes  provisions 
that  support  what  are  viewed  traditionally  and  legally 
as  patients'  rights  as  well  as  provisions  which  fall 
under  the  heading  of  consumer  protections.  The 
patients'  rights  provisions  are  crucial  to  restoring  the 
trust  relationship  between  physicians  and  patients  that 
MCOs  have  eroded. 

In  February  1998,  President  Clinton  issued  an  Execu¬ 
tive  Memorandum  which  directed  all  federal  health 
plans  to  come  into  substantial  compliance  with  the 
Consumer  Bill  of  Rights.  These  plans  include 
Medicare,  Medicaid,  the  Indian  Health  Service,  the 


Erratum 

In  the  May  1998  issue  of  the  Washington  Newsletter, 
the  numbers  for  the  "%  population  of  Africa"  in 
the  box  on  page  5  (The  Continuing  Struggle  for 
Democracy  in  Africa)  were  inadvertently  trans¬ 
posed.  The  correct  numbers  are  as  follows:  consol¬ 
idated  democracies,  8%,  transitional  states,  18%, 
authoritarian  regimes,  66%,  and  dissolving  nation 
states,  8%.  We  regret  the  error. 


Federal  Employee  Health  Benefits  Program,  the  Mili¬ 
tary  Health  Program,  and  the  Veteran's  Health  Pro¬ 
gram.  Together,  they  serve  over  85  million  people. 

What  remains  outside  the  reach  of  the  presidential 
directive  are  the  private  sector  health  plans  that  cover 
about  125  million  persons  in  the  U.S.  Bringing  these 
plans  into  compliance  with  the  Consumer  Bill  of  Rights 
requires  legislation.  Such  legislation,  the  Patients'  Bill 
of  Rights  Act  of  1998  (S  1890 /HR  3605),  was  intro¬ 
duced  earlier  this  year  by  Sens.  Daschle  (SD)  and 
Kennedy  (MA)  and  Rep.  Dingle  (MI). 

What's  in  the  Patients'  Bill  of  Rights  Act? 

Patients'  rights.  Serious  illness  (or  the  fear  that  one 
may  be  seriously  ill)  is  stressful  and  difficult.  At  such 
times,  a  patient  should  feel  cemfident  that  her/his 
physician  will  act  honestly  and  in  the  patient's  best 
interest.  To  achieve  this,  the  PBRA 

•  prohibits  "gag  clauses"  which  prevent  physicians 
from  discussing  with  a  patient  the  full  range  of  treat¬ 
ment  options, 

•  prohibits  plans  from  imposing  financial  penalties  on 
physicians  who  refer  patients  to  specialists, 

•  limits  the  financial  incentives  developed  by  plans 
which  encourage  physicians  to  underserve  patients, 

•  protects  health  care  providers  who  advocate  on 
behalf  of  a  patient  who  is  using  the  plan's  grievance 
process  to  secure  a  denied  benefit, 

•  protects  health  care  professionals  who  disclose  cjual- 
ity  of  care  concerns  to  appropriate  regulatory  or 
accreditation  bodies 

•  assures  some  continuity  of  physician  care  for 
patients  currently  undergoing  treatment  when  an 
employer  changes  plans  and  the  treating  physician 
is  not  a  member  of  the  new  plan. 

Access  to  emergency  care  for  potentially  life-threaten¬ 
ing  conditions  is  another  fundamental  patient  right. 
Some  MCOs  have  abridged  this  right  by  denying  cov¬ 
erage  for  treatment  at  emergency  rooms  that  are  not 
part  of  that  MCOs  network  or  requiring  pre-authoriza¬ 
tion  of  emergency  care.  The  PBRA  prohibits  such  prac¬ 
tices  and  instead  establishes  the  "prudent  layperson" 
standard.  Thus,  a  patient  who  goes  to  the  emergency 
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Bill  of  Rights  (contimicii  from  page  4) 

room  with  severe  chest  pains  will  hav^e  the  treatment 
covered,  even  if  the  problem  turns  out  to  be  severe 
indigestion  rather  than  a  heart  attack. 

Consumer  protections.  Denial  of  benefits  has  been 
one  of  the  most  common  complaints  raised  in  connec¬ 
tion  with  MCOs.  Patients  and  their  families  have 
found  themselves  helpless  before  a  nameless  bureau¬ 
cracy.  Appeals  processes  have  not  always  been  spelled 
out  clearly,  and  appeals  have  not  necessarily  been  han¬ 
dled  with  the  timeliness  that  the  medical  condition 
demands.  The  PBRA  would  require  plans  to  have  both 
internal  and  external  appeals  processes  in  place  with 
provision  for  expedited  review  for  urgent  cases.  The 
PBRA  also,  through  grants,  would  encourage  states  to 
establish  health  insurance  ombudsmen  programs  to 
assist  people  in  selecting  and  using  plans. 

The  PBRA  includes  an  assortment  of  other  provisions 
aimed  at  improving  the  services  provided  by  MCOs. 
These  include 

•  a  requirement  for  coverage  options, 

•  a  guarantee  of  choice  among  available  providers, 

•  standards  for  access  to  specialty  care, 

•  quality  assurance  requirements,  and 

•  access  to  information  about  the  plan. 


Wliat  will  these  protections 
do  to  health  costs? 

The  Congressional  Budget  Office  has  not  yet  complet¬ 
ed  a  cost  estimate  of  the  full  PBRA.  However,  the  cen¬ 
tral  provisions  of  the  PBRA  are  included  in  the  recom¬ 
mendations  of  the  President's  Advisory  Commission. 
Three  independent  cost  estimates  of  that  program  (two 
private,  one  by  the  Congressional  Budget  Office)  all 
placed  the  costs  at  less  than  1  %  of  the  plan  premium 
(about  30  cents  per  week  in  the  highest  estimate). 
Opponents  of  the  PBRA  (including  the  managed  care 
industry)  assert  that  implementing  this  legislation 
would  be  very  costly,  however  they  lack  solid  data  to 
support  their  claim.  There  is  some  concern  that  the 
managed  care  industry  might  use  passage  of  the  PBI^ 
as  a  pretext  for  increasing  premiums. 

FCNL  joins  a  broad  range  of  health  care,  patient  and 
consumer  advocacy,  anci  faith-based  organizations  in 
supporting  the  Patients'  Bill  of  Rights  Act  of  1998.  We 
believe  that  this  legislation  will  go  a  long  way  to 
improving  access  to  needed  health  care  services  for  the 
138  million  people  in  the  U.S.  (including  many  lower 
income  individuals  and  families)  who  are  co\'ered 
through  private  sector  MCOs.  Passage  of  this  bill,  we 
believe,  is  one  necessary  step  toward  promoting  a 
more  just  distribution  of  health  care  resources. 


You  Can  Help 

URGENT:  Please  phone  or  fax  your  senators  and  representative  immediately  (Capitol  switchboard:  202-224- 
3121).  Urge  them  to  co-sponsor  S  1890 /HR  3605.  Ask  them  to  urge  the  Senate  and  House  leadership  to  sched¬ 
ule  a  full  and  open  floor  debate  on  this  bill. 

It  is  also  very  important  to  urge  your  representative  NOT  to  co-sponsor  or  to  vote  for  alternative  health  care 
legislation  proposed  by  the  "House  Working  Group  on  Health  Care  Quality"  and  the  Republican  leadership, 
even  if  this  is  the  only  patient  protection  bill  offered.  This  measure  appears  to  offer  substantially  less  patient 
protection  AND  includes  provisions  which  could  contribute  to  reducing  the  affordability  and  accessibility  of 
health  insurance  for  some.  (Please  see  article,  page  6.)  It  would  be  better  not  to  pass  any  reform  legislation 
during  this  session  than  to  pass  a  bill  which  could  actually  reduce  health  care  access. 

If  your  member  of  Congress  was  a  co-sponsor  of  the  Patient  Access  to  Responsible  Care  Act  (PARCA,  S  644/HR 
1415)  please  thank  her/him  for  supporting  comprehensive  health  care  consumer  protections.  (Please  see  article, 
page  6.)  Urge  her/him  now  to  co-sponsor  the  Patient  Bill  of  Rights  Act,  NOT  the  Republican  leadership  pro¬ 
posal.  Point  out  that  the  Patient  Bill  of  Rights  Act  provides  comprehensive  protections,  something  which  the 
leadership  proposal  does  not  offer. 
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Alternative  Managed  Care  Reform  Proposals 


Rep.  Norwood  (GA)  deserv^es  credit  for  getting  the  leg¬ 
islative  ball  rolling  on  regulation  of  managed  care.  He 
introduced  the  Patient  Access  to  Responsible  Care  Act 
(PARCA,  HR  1415/S  644)  well  before  the  presidential 
quality  commission  issued  its  report. 

PARCA  attracted  strong  bipartisan  support.  Although 
PARCA  did  not  offer  as  comprehensive  patient  protec¬ 
tions  as  were  ultimately  included  the  Patient  Bill  of 
Rights,  it  nonetheless  contained  provisions  designed  to 
restore  the  trust  relationship  between  physicians  and 
patients  as  well  as  some  consumer  protections. 

PARCA  also  attracted  intense  opposition  from  a  variety 
of  sources.  Rep.  Norwood  responded  to  these  criti¬ 
cisms  and  offered  language  changes  to  clarify  the 
intent  of  the  legislation. 

The  House  leadership 
plans  an  alternative  hill 

Meanwhile,  House  Speaker  Gingrich  appointed  a 
House  Working  Group  on  Health  Care  Quality,  chaired 
by  Rep.  Hastert  (ID  and  charged  the  group  with  devel¬ 
oping  a  Republican  leadership  proposal  on  health  care 
reform.  The  task  force  recently  unveiled  its  proposal. 
Rep.  Norw^ood  has  endorsed  the  Hastert  proposal, 
apparently  consigning  PARCA  to  oblivion. 


Appreciate  FCNL? 
Appreciated  Securities  Make 
Appreciated  Gifts! 

Do  you  have  securities  (stocks,  bonds,  mutual 
funds)  that  have  appreciated  in  value?  As  you 
consider  making  a  contribution  to  support  the 
work  of  FCNL,  making  a  gift  of  securities  could 
have  tax  advantages  for  you.  By  transferring  the 
security  to  FCNL  (rather  than  selling  it),  you  have 
no  capital  gains  tax.  By  transferring  it  to  the  FCNL 
Education  Fund,  you  avoid  the  capital  gains  tax 
and  also  can  receive  a  charitable  deduction  for  the 
full  appreciated  value. 

Transferring  securities  to  FCNL  or  the  FCNL  Ed 
Fund  is  easy;  contact  Arthur  Meyer  Boyd  at  FCNL 
for  more  information  (202-547-6000). 


Details  of  the  Republican  leadership  proposal  are 
sketchy;  there  is,  as  yet,  no  legislative  language. 
However,  an  official  publicity  document  raises 
concerns  about  both  what  is  missing  from  the 
proposal  and  what  non-patient  protection  elements 
have  been  added. 

What  patient  protections  are  in  the  proposal?  The 
prudent  layperson  standard  for  emergency  care  seems 
to  be  in,  beyond  question. 

What  might  be  in?  Patient  and  consumer  protections 
cited  in  the  press  packet  include 

•  expedited  internal  review 

•  independent  medical  expertise  in  external  appeals 

•  direct  access  for  OB/ GYN 

•  direct  access  to  pediatricians. 

While  these  make  good  sound  bytes,  without  specific 
legislative  language  it  is  impossible  to  assess  the  ade¬ 
quacy  of  these  and  other  measures. 

What's  missing?  The  following  protections,  included 
in  the  Patient  Bill  of  Rights  Act  (PBRA),  appear  to  be 
missing  from  the  leadership  proposal. 

•  Patients  who  are  injured  when  the  plan  withholds  or 
limits  care  would  not  be  able  to  collect  damages  from 
the  plans. 

•  Patients  who  are  undergoing  treatment  when  an 
employer  changes  plans  and  the  patient's  physician 
is  not  a  member  of  the  new  plan  would  not  be 
assured  that  they  can  continue  with  that  physician 
for  any  period  of  time. 

•  Plans  would  not  be  barred  from  using  financial 
incentives  to  reward  physicians  for  limiting  a 
patient's  care. 

•  Health  care  workers  who  observe  quality  of  care 
problems  within  the  managed  care  organization 
would  not  be  granted  whistle  blower  protections 
should  they  report  these  problems  to  the  appropriate 
regulatory  or  accrediting  bodies. 

•  There  is  no  mechanism  for  establishing  an  indepen¬ 
dent  consumer  assistance  program. 

What's  added?  Under  the  heading  of  affordability,  the 
leadership  proposal  includes  measures  which  do  not 
offer  patient  or  consumer  protection  and  which  could 
actually  reduce  affordability  and  accessibility.  These 
measures,  opposed  by  advocates  of  health  care  access 
for  all,  include  the  following. 

•  Medical  Savings  Accounts  (MS  As).  MS  As  reduce 
insurance  premiums  by  imposing  high  deductibles. 

(continued  on  page  7) 
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Alternative  Managed  Care  (continued  from  page  6) 

In  return,  the  employer  contributes  to  an  MSA  for 
each  employee.  The  funds  in  the  MSA,  if  not  need¬ 
ed  to  cover  deductibles,  become  the  employee's.  For 
someone  with  few  health  care  needs,  this  works 
well.  The  premiums  are  low  and  the  MSA  funds  are 
like  a  salary  bonus.  But  for  the  employee  with  more 
health  needs  or  with  several  young  children  who 
need  frequent  medical  services,  MSAs  can  be  a  barri¬ 
er  to  adequate  health  care  since  the  MSA  funds  may 
not  be  sufficient  to  cover  out-of-pocket  expenses. 

•  Association  Health  Plans  (also  known  as  Multiple 
Employer  Welfare  Associations  or  MEWAs). 

MEWAs  are  groups  of  employers  who  band  together 
either  to  self-insure  or  to  function  as  a  single  pur¬ 
chaser.  In  concept,  MEWAs  are  not  bad.  In  practice, 
they  are  generally  exempt  from  state  regulations  that 
govern  health  plans.  Such  plans  could  offer  "bare- 
bones"  insurance  (and  leave  many  expenses  to  the 
employee)  or  could  ignore  state  eligibility  require¬ 
ments  and  consumer  protections.  Individuals  and 
families  could  face  high  out-of-pocket  expenses  or 
no  care. 

•  Healthmarts.  This  complex  proposal  incorporates 
both  MEWAs  and  MSAs. 


Large  Print  and  Audio  Newsletters 

FCNL  wants  everyone  to  have  access  to  our 
monthly  newsletter.  On  request,  we  send  the 
FCNL  Washington  Newsletter  in  large  print  format 
and  audio  tape  versions  to  libraries,  individuals, 
and  continuing  care  retirement  communities. 

Just  give  us  your  order  and  we'll  do  the  rest:  Call 
Barbara  Ginsburg,  FCNL  Public  Information, 
202-547-6000. 


The  bottom  line 

The  Republican  leadership  proposal  declares  "Pro¬ 
tecting  Patients  Without  Big  Government:  Republican 
Patient  Protection  Proposal  Increases  Health  Care 
Accessibility,  Affordability,  Accountability."  In  reali¬ 
ty,  this  plan  would  reduce  health  care  accessibility 
and  affordability  for  many.  At  the  same  time,  it  does 
not  go  nearly  as  far  as  is  needed  in  accountability  or 
patient  protection.  FCNL  opposes  this  package  of 
proposals.  If  it  were  to  come  to  a  choice  between  this 
package  and  no  managed  care  reform  this  year, 

FCNL  believes  that  it  would  be  better  to  come  up 
empty  now  so  that  we  could  take  another  try  next 
year  at  passing  good  legislation.  ■ 


Health  Care  Access  (continued  from  page  8) 

icaid  and  WIC  (food  supplement)  benefits.  Moreover, 

the  INS  and  DOS  would  now  like  to  develop  a  policy 

which  would  legalh/  allow  receipt  of  Medicaid  and 

CHIP  funds  to  be  factored  into  the  public  charge 

determination. 

Impact  of  INS  and  DOS  practices 

The  direct  impact  of  these  practices  has  been  to  frighten 
documented  immigrants  from  accessing  health  benefits 
to  which  they  and/or  their  family  members  are  legally 
entitled.  For  example,  as  many  as  one- third  of  the  11 
million  Medicaid-eligible-but-not-enrolled  children  are 
from  families  in  which  at  least  one  parent  is  an  immi¬ 
grant.  Ninety  percent  of  these  children  are,  themselves, 
U.S.  citizens.  Yet,  immigrant  parents  fear  that  enrolling 
their  children  in  Medicaid  or  CHIP  could  adversely 
affect  the  parents'  immigration  status. 

The  downstream  effects  are  serious  and  costly. 
Reports  abound  of  children  who  are  not  receiving 
treatment  for  serious  medical  conditions.  Pregnant 
women  are  not  receiving  prenatal  care.  Elderly  and 
disabled  individuals  are  not  being  cared  for.  Poten¬ 


tially  able-bodied  individuals  are  lost  to  the  work¬ 
force  when  they  develop  serious  conditions  which 
they  cannot  afford  to  have  treated. 

There  is  also  a  real  public  health  threat.  Preventable 
childhood  diseases  spread  readily  within  communi¬ 
ties  in  which  many  children  are  unimmunized.  From 
there,  the  diseases  spread  to  individuals  in  other  com¬ 
munities.  ■ 


You  Can  Help 

Please  write  to  President  Clinton  (address:  The 
White  House,  Washington,  DC  20500)  and  to  the 
Secretary  of  Health  and  Human  Services, 

Dr.  Donna  Shalala  (address:  200  Independence 
Avenue,  S.W.,  Washington,  DC  20201).  Urge  them 
to  oppose  efforts  to  include  receipt  of  Medicaid  or 
CHIP  benefits  in  the  public  charge  determination 
for  immigrants.  Adequate  health  care  should  be 
available  to  all  in  the  U.S.  It  is  right  and  it  is  in  the 
national  interest. 
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INSIDE 

ACCESS  TO  HEALTH 
CARE  IN  THE  U.S. 


THE  FRIENDS  COMMITTEE  ON  NATION¬ 
AL  LEGISLATION  includes  Friends  appointed 
by  26  Friends  Yearly  Meetings  and  by  7  other 
Friends’  organizations  in  the  United  States. 
Expressions  of  views  in  the  FCNL  WASHING¬ 
TON  NEWSLETTER  are  guided  by  the  State¬ 
ment  of  Policy,  prepared  and  approved  by  the 
Committee.  Seeking  to  follow  the  leadings  of  the 
Spirit,  the  FCNL  speaks  for  itself  and  for  like- 
minded  Friends. 

FCNL  WASHINGTON  NEWSLETTER.  1 1 
issues  per  year.  Contributors  include:  Barbara 
Ginsburg.  Florence  Kimball,  and  Joe  Volk. 

Donors  to  FCNL  or  FCNL  Education  Fund 
receive  the  Newsletter  and  other  (Kcasional  mail¬ 
ings. Also  available  in  microform  from  University 
Microfilms  International,  300  North  Zeeb  Road, 
Dept.  P.R.,  Ann  Arbor,  MI  48106 

Available  in  large  print  or  tape  recordings. 


Reducing  Health  Care  Access  for  Vulnerable  People: 

Immigrants  and  Medicaid 


It  is  generally  known  that  the  1996  welfare  overhaul 
denied  most  previously-eligible  documented  (legal) 
immigrants  the  protections  of  much  of  the  social  safety 
net.  Among  the  programs  no  longer  available  to  most 
documented  immigrants  are  Medicaid  and  the  new 
Children's  Health  Insurance  Program  (CHIP). 

What  is  nearly  unknown  outside  of  immigrant  circles 
is  that  documented  immigrants  are  afraid  to  access 
health  services  to  which  they  or  their  Medicaid 
and/or  CHIP-eligible  children  are  entitled.  Their 
fears  appear  justified. 

The  question  of  "public  charge" 

When  a  foreign  national  wishes  to  immigrate  to  the 
U.S.,  seeks  a  visa  renewal,  seeks  to  re-enter  the  U.S. 
after  a  trip  abroad,  or  wishes  to  change  visa  status  to 
permanent  residency,  the  U.S.  government  tries  to 


Reprinting  Washington  Newsletter  Items 

We  encourage  our  readers  to  copy  and  distribute  items 
from  FCNL's  Washington  Newsletter.  When  doing  so, 
please  include  the  following  credit: 

"Reprinted  from  the  Washington  Newsletter  [issue  #, 
month  and  year]  published  by  the  Friends  Committee 
on  National  Legislation." 

We  would  very  much  appreciate  your  sending  us  a 
copy  with  a  brief  note  indicating  how/ where  the  item 
was  used  and  the  approximate  numbers  of  copies 
distributed. 


determine  whether  the  individual  is  likely  to  become  a 
"public  charge."  Individuals  determined  likely  to 
become  a  public  charge  can  be  excluded  or  denied  a 
change  in  visa  status. 

The  Immigration  and  Naturalization  Service  (INS) 
and  consular  officials  are  expected  to  make  the  public 
charge  determination  by  considering  the  immigrant's 
total  circumstances.  These  include  age,  health,  fami¬ 
ly  status,  assets,  resources,  financial  status,  educa¬ 
tion,  and  skills.  However,  during  the  past  two  years, 
the  INS  and  the  Department  of  State  (DOS)  have 
applied  other  criteria. 

INS  and  DOS  have  based  (or  threatened  to  base)  the 
public  charge  determination  on  whether  the  immigrant 
or  immigrant's  family  members  have  ever  received 
non-cash  public  assistance  benefits,  including  Medicaid. 
{Cash  assistance  can,  legally,  be  used  in  the  public 
charge  determination.)  The  DOS  ev^en  began  to  identi¬ 
fy  past  Medicaid  recipients  at  the  border  and  to  deny 
entry  until  past  benefits  were  fully  repaid  (a  violation 
of  Medicaid  law  and  policy).  INS  and  EXTS  personnel 
also  indicated  to  immigrants  that  accepting  Medicaid 
or  other  non-cash  health  or  nutritional  benefits  would 
hinder  efforts  to  change  visa  status  or  obtain  citizen¬ 
ship. 

Six  months  ago,  the  Administration  requested  the  INS 
and  DOS  to  stop  these  illegal  practices.  Memoranda  to 
that  effect  were  sent  to  staff  of  these  two  agencies. 
However,  reports  from  immigrants  indicate  that  inter¬ 
viewing  officers  continue  to  ask  about  receipt  of  Med- 
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